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 Though a variety of psychotherapy interventions have been empirically supported for 
youth, the majority of children and adolescents with mental health needs do not receive therapy 
services to treat their disorder. This study examines the predictors of receipt of therapy services 
for youth within the Children’s Mental Health Initiative (CMHI), the largest federally-funded 
effort in the United States to serve youth with serious emotional disturbance. Using data from 
1604 youth aged 10 to 17 in 33 CMHI-funded system of care communities, the impact of youth, 
family and community-level variables on receipt of individual, family, and group outpatient 
therapy in the first six months of service were examined. Youth who were African-American, 
had caregivers with less education, or were in families below the poverty level were less likely to 
receive therapy overall. At the community level, youth in sites that served a higher rate of 
impoverished families were less likely to receive therapy. Externalizing behaviors uniquely 
predicted receipt of group therapy above internalizing behaviors. These results highlight 
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CHAPTER 1: INTRODUCTION 
A variety of psychotherapy interventions have been empirically supported across a wide 
range of problems, diagnoses, and outcomes for adolescents (Chorpita et al., 2011; Weisz, 2004; 
Weisz, Hawley, & Doss, 2004). Despite this, the majority of youth do not receive services 
specifically to treat their disorder (Angold, Messer, Stangl, & Burns, 1998; Briggs-Gowan, & 
Carter, 2003; Flisher et al., 1997; Horwitz, Gary, Kataoka, Zhang, & Wells, 2002). In a 
nationally representative sample, only 36% of youth with mental disorders and 50% of youth 
with severe levels of impairment received mental health treatment services for their symptoms 
(Merikangas et al., 2011). The Comprehensive Community Mental Health Services for Children 
and Their Families Program, also called the Children’s Mental Health Initiative (CMHI), 
represents an effort by the Substance Abuse and Mental Health Services Administration 
(SAMHSA) to address this gap through the delivery of community-based child and adolescent 
mental health services.  The CMHI is the largest federally funded initiative ever to serve youth 
with serious emotional disturbance and is based on the system-of-care model (Huang et al., 2005; 
Stroul & Friedman, 1986). The system of care approach strives to ensure access to community-
based services and supports that are culturally competent, family and youth driven, and 
individualized to the strengths and needs of each family. From its inception in 1993, the CMHI 
has funded systems of care in 173 sites across the country. A national evaluation effort has 
collected data from youth enrolled in each site since 1994, creating the largest national data set 
on child and adolescent mental health service utilization in the United States. Given the size and 
scope of this initiative, it provides an unprecedented opportunity to address gaps in the 
accessibility and utilization of therapy for youth. This study examines outpatient therapy as one 
element of system of care services, and identifies factors that impact the receipt of therapy within 
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a national sample of youth enrolled in CMHI. Identifying those factors that predict accessing 
therapy provides an opportunity to identify gaps within the service model and inform efforts to 
improve access to and utilization of therapy.  
 Extensive research has found that race and ethnicity impact the use of mental health 
services in the United States, with greater unmet need among minority populations (Garland et 
al., 2005; Hurlburt et al., 2004; Snowden & Yamada, 2005; Thompson, 2005). Though 
addressing racial disparities is not an explicit purpose of the CMHI and the funding process does 
not impose any rules on the racial composition of youth enrolled, the program has 
disproportionately served youth who come from poor families and who are Black or Hispanic 
(Miech et al., 2008). Thus, the CMHI has great potential for addressing mental health disparities 
across income and race through the provision of services to underserved disadvantaged 
populations. There is evidence that racial disparities in therapy persist within the CMHI, 
however. Popescu, Xu, Krivelyova, and Ettner (2015) found that in 55 sites funded from 2002-
2006 (phases 4 and 5), African American youth had lower odds of using individual, family, or 
group psychotherapy and those who did receive therapy used fewer days than non-Hispanic 
white youth. Additionally, among those who received therapy, Latino/a/x (hereafter referred to 
as Latinx) youth received fewer days of individual, family, and group therapy than non-Latinx 
white youth. These disparities were more modest than those reported in the general population 
(Kataoka et al., 2002), but still significant. Investigating current racial disparities within therapy 
utilization in the CMHI is important for improving its potential to address these gaps in the child 
and adolescent mental health system.  
Other youth populations may experience disparities in mental health care. There is 
conflicting evidence on the relationship between gender and receipt of mental health services, 
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with some studies reporting that girls are less likely to receive needed mental health services 
(Zimmerman, 2005), while others found no effect of gender (Cohen and Hesselbart, 1993; 
Flisher et al., 1997; Verhulst & van der Ende, 1997; Witt, Kasper, & Riley, 2003). There is some 
evidence that girls may be less likely to be perceived as needing mental health intervention 
(Thompson, 2005) or use mental health services, but more likely to receive high-intensity 
treatment once identified (Farmer et al., 1999). In regards to youth age, effects have been found 
primarily in samples with broader age ranges, with mental health service gaps among young 
children (under six; Kataoka et al., 2002) and transition-aged children (Cohen & Hesselbart, 
1993; Pottick, Bilder, Vander Stoep, Warner, & Alvarez, 2007).  
In addition to youth characteristics, family-level characteristics such as socioeconomic 
status and caregiver education may also predict youth service use and highlight potential barriers 
to accessing therapy. Economic disadvantage has been linked to greater unmet mental health 
needs in children (Cohen & Hesselbart, 1993; Cunningham & Freiman, 1996; Flisher et al., 
1997; Haines, McMunn, Nazroo, & Kelly, 2002; Kataoka et al., 2002), though not in all samples 
(Zimmerman, 2005, Thompson, 2005).  Within the system of care literature, previous research 
has found that families living below the poverty threshold received fewer services overall, but 
there was no significant difference between the percentage of poor and non-poor families who 
received outpatient services including therapy (Gyamfi, 2004).  Beyond poverty, a caregiver’s 
ability to navigate the system and advocate for their child may also be an important predictor of 
service use. There is some evidence that children with more educated parents are more likely to 
receive specialty mental health services (Farmer et al., 1999), though not all work has not found 
this effect (Thompson, 2005; Zimmerman, 2005). The system of care approach is in part an 
effort to make services more cohesive and navigable, with the relevant formal and informal 
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supports wrapping around the youth. In a CMHI-funded system of care implemented in Chicago 
Public Schools, a non-linear relationship was found between caregiver education and days of 
community mental health service. Youth with the highest and lowest-educated caregivers 
received more days of services than youth of caregivers with a moderate (high school diploma or 
GED) level of education (Burnett-Zeigler & Lyons, 2010).  Investigating the impact of income 
and caregiver education in a larger sample of CMHI sites may help to identify structural factors 
that limit access to therapy services.  
With system of care sites spread across the country, community-level characteristics may 
also impact youth contact with therapy services. Previous research has found that 
implementation of the system of care model has varied between sites (Brannan, Brashears, 
Gyamfi, & Manteuffel, 2012; Vinson, Brannan, Baughman, Wilce & Gawron, 2001), and 
communities may have different availability of services and resources. There is a shortage of 
mental health care providers in many US counties, particularly those that are rural or have low 
per-capita income (Thomas, Ellis, Konrad, Holzer, & Morrissey, 2009). Sites that serve higher 
rates of disadvantaged populations may encounter greater limitations in terms of community 
resources and available mental health care providers. We will examine the site-level variables of 
racial makeup (percent of the youth enrolled who are white), economic makeup (the percent of 
the youth enrolled who are below the poverty level), and average age as potential predictors of 
receipt of therapy services. Investigating site characteristics that impact use of therapy can 
highlight which types of sites may need additional attention in order to achieve their optimal 
service structure.  
While all youth within the CMHI have identified mental health needs, level and type of 
symptomatology may impact the receipt of therapy services. Those youth who present with high 
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levels of problem behaviors may be more likely to be identified as having an urgent need for 
intervention by their case managers, caregivers, or themselves, and therefore may be more likely 
to receive therapy. Outside of the CMHI, level of symptomatology has been found to predict use 
of mental health services (Burns et al., 1995; Farmer et al., 1999). However, a previous study of 
89 youth in a single system of care site found that child dysfunction did not predict receipt of 
family or individual therapy (Graves, Shelton, & Kaslow, 2009). This may be explained by the 
restricted range of symptomatology experienced by youth within the CMHI, as all youth had 
identified mental health needs. In addition to the severity, the manifestation of youth problems 
may shape whether or not they receive services. In general populations, youth with externalizing 
problems may be more likely to receive services than youth with internalizing problems 
(Thompson, 2005; Thompson & May, 2006). This has been found to be especially true for 
minority and immigrant populations as compared to non-Hispanic Whites (Gudiño, Lau, & 
Hough, 2008; Gudiño, Lau, Yeh, McCabe, Hough, 2009). Thus, controlling for level of youth 
symptomatology and investigating the treatment of both internalizing and externalizing 
symptoms is important for investigating gaps in the provision of therapy services.  
 In summary, there are many youth within the United States with mental health 
needs who do not receive therapy services that may help them. As the largest federally funded 
initiative to serve youth with serious emotional disturbance, the CMHI is in a unique position to 
address this treatment gap and improve access to mental health care. Identifying potentially 
underserved youth is an important step in strengthening youth mental health services and 
structures. This paper will investigate individual (age, gender, race, problem behaviors), family 
(caregiver education, poverty level), and site (poverty rate, percent white, average age) 
characteristics to identify those that impact the receipt of therapy. To our knowledge, this is the 
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CHAPTER 2: METHOD 
Data 
The data examined in this study were collected as part of the longitudinal outcome study 
of the National Evaluation of the CMHI. Youth enrolled in the system of care programs were 
eligible for the longitudinal outcome study if they had a caregiver or legal custodian who would 
grant consent and was capable of completing a data collection interview, did not have a sibling 
who was already enrolled in the outcome study, had been receiving or were on the verge of 
receiving services at the time of the baseline outcome study interview, and were between 5 and 
17.5 years of age at the time of the baseline interview. In addition, some sites had sampling 
schemes to select a subset of youth for the longitudinal outcome study.  
Data were drawn from sites funded in 2008, 2009, and 2010 and come from 47 system of 
care sites across the country. The sample was reduced to youth who were age 10-17 at the time 
of the enrollment, to focus on adolescents under the age of majority. This narrowed the data to 
39 communities. Six communities were dropped because they had fewer than ten youth with 
sufficient data in these age ranges, leaving us with a total of 33 communities represented in the 
sample.  
 A total of 9083 youth aged 10 to 17 were enrolled in the system of care. Out of these 
youth, 3607 participated in the longitudinal outcome study. Common reasons for not 
participating in the longitudinal outcome study included missing the 30 day baseline data 
collection window (28.2%), failure to collect consent from the caregiver or independent youth 
(27.1%), delay in local evaluation procedures (11.9%), ineligibility because a sibling was 
enrolled in the study (6.2%), or ineligibility because the youth was not selected through the site’s 
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sampling scheme (4.2%). Out of the 3607 youth enrolled in system of care services and in the 
longitudinal outcome study, 1604 completed the measures required for this study at intake and 
six months and are included in our analyses. The majority of the 2003 youth who are enrolled in 
the longitudinal outcome study but not in our sample were lost to follow-up at 6 months and 
therefore did not have data on service usage (1700 youth).  
Participants 
Participants in our sample were predominately male (60%) with a mean age of 14 
(SD=2.15). Youth were predominately white (43%), African American (24%), or 
Hispanic/Latinx (20%). In regards to family characteristics, 51% of caregivers had a high school 
degree or less and 73% were near or below the poverty level. Characteristics of our sample as 
compared to other youth aged 10-17 who were enrolled in system of care services but are not in 
our sample are presented in Table 1. Our sample is slightly younger and reflects a slightly 
different racial makeup. Though these differences are statistically significant due to the large 











	 Percent/Mean	(SD)	 Percent/Mean	(SD)	 Percent/Mean	(SD)	
Age	 13.99	(2.15)	 14.18*	(2.17)	 14.13*	(2.17)	
Race	 	 	 	
White	 43	 36*	 41*	
Black/AA	 25	 26	 26	
Latinx	 20	 22	 17	
9 
 
   Table 1 (cont.)  
 
  
Multiracial/Other		 12	 16	 16	
Gender	 	 	 	
Male	 60	 57	 57	
Female	 40	 43	 43	
Other	 0	 .1	 .3	
Family	Povertya	 	 	 	
Below	Poverty	 59	 60	 	
At/near	Poverty	 14	 13	 	
Above	Poverty	 28	 26	 	
Caregiver	Educationa	 	 	 	
HS	degree	or	less	 51	 50	 	
Higher	ed.	 49	 50	 	
aFamily	poverty	status	and	caregiver	education	were	not	collected	from	youth	who	were	
not	enrolled	in	the	longitudinal	outcome	study.	




The CMHI is intended to serve youth with serious emotional and behavioral disturbance, 
which is reflected in our sample. Ninety three percent of the youth had a DSM or ICD diagnosis 
at the time of intake (see Table 2). The most common diagnoses were Mood disorders (49%), 
Attention Deficit Hyperactivity Disorder (40%), Oppositional Defiant Disorder (22%), substance 
use disorder (12%), Anxiety disorders  (10.7%), and PTSD and Acute Stress Disorder (9%). The 
majority of youth had diagnoses in two or more categories (67%). Caregivers reported high rates 
of problem behaviors on the CBCL; the mean total problems T score was 69.6 (SD=9.9), which 
is considered to be in the clinical range (cutoff=63). Similarly, the mean externalizing score was 
69.3 (SD=10.6) and the mean internalizing score was 66.2 (SD=10.5). As compared to the youth 
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enrolled in the longitudinal outcome study and not in our sample, youth in our sample had 
slightly higher total problem, externalizing, and internalizing scores at baseline (1.8 points, 1.4 
























Demographic information (race/ethnicity, age, gender, poverty level, and caregiver 
education) was collected at intake using the Enrollment and Demographic Information Form 
(EDIF) and the Caregiver Information Questionnaire, Revised (CIQ-R). These measures were 
designed for the National Evaluation to capture uniform demographic information about youth 
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and caregivers from all sites. Poverty level was used in this analysis instead of family income 
because it is adjusted for family size and location and thus better reflects need across a national 
sample. Poverty level was calculated using thresholds provided by the Department of Health and 
Human Services (HHS). Families above the poverty line had incomes more than 1.5 times the 
poverty threshold; families at/near the poverty line had incomes 1 to 1.5 times the threshold.  
 Service use was assessed using the Multi-Sector Service Contact (MSSC-R), a caregiver 
report created by Macro International, Inc. to investigate the types and frequencies of services 
received by children and families in the National Evaluation. A dichotomous variable indicating 
whether the youth had received therapy in the first six months of enrollment in the system of care 
was created using three items (family therapy, group therapy, and individual therapy). Previous 
work with similar measures suggests that caregiver report of child service use is reasonably 
consistent with provider report (Ascher, Farmer, Burns, & Angold, 1996; Hoagwood et al., 
2000).  
Youth mental health problems at intake were assessed using the Child Behavior Checklist 
(CBCL 6-18; Achenbach, 1991), a standardized parent-report measure of emotional and 
behavioral problems. The CBCL has demonstrated good internal consistency, test-retest 
reliability, construct validity, and criterion-related validity (Achenbach & Rescorla, 2001). T-
scores based on population norms were used for the total problems, externalizing, and 
internalizing scales because they adjust for age and gender.  
Analysis 
To account for dependencies created by the nested nature of youth in communities, a 
multilevel logistic regression with community as the clustering variable was used to examine 
predictors of receipt of therapy services. Level two predictors were created by aggregating 
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available youth-level data for each community. Aggregated poverty status (percentage of youth 
at or below the poverty level), race (percent white), and average age were calculated for each 
community using all available data. Continuous level one predictors (age, CBCL total problems, 
CBCL internalizing, and CBCL externalizing) were group-centered, in order to investigate the 
impact of these variables within each system of care.  
Youth demographics (age, gender, and race) and other level one predictors  (caregiver 
education, poverty level, and CBCL total problems) were all entered in one step. Level two 
variables (percent below the poverty level, percent white, and average age) were added in a 
second step. During model refinement, non-significant level two variables were removed from 
the final models; all other variables remained in as controls. As a post-hoc analysis, separate 
models predicting receipt of individual, family, and group therapy were tested.  Analyses were 
run using the SAS software system version 9.4, using the PROC GLIMMIX procedure (SAS 





CHAPTER 3: RESULTS 
Overall, 72% of the sample received at least one session of therapy during the six month 
period. The most common therapy received was individual therapy (68%); group therapy and 
family therapy were less common (20% and 24%, respectively). For those who received at least 
one session of any therapy, the median and modal number of total sessions was 24 (mean=29.2). 
Most youth who received therapy received more than a few sessions; 10.4% received fewer than 
five sessions.  
Overall Therapy 
In the multilevel logistic regression predicting receipt of any type of therapy, age and 
gender were not significant predictors. After controlling for age, gender, caregiver education, 
poverty level, CBCL total problems, and percent of the SOC-enrolled population below the 
poverty level, race still attained significance. Black youth were less likely to receive therapy than 
white youth; the odds that a black youth received therapy were .71 times the odds of a white 
youth. Conversely, Latinx youth were marginally more likely to receive therapy; the odds that a 
Latinx youth received therapy were 1.43 times the odds of a white youth (p=.08). Caregiver-
reported youth problems (CBCL total problems) were not a significant predictor of receipt of 
therapy (see Table 3). 
In regards to family characteristics, caregiver education and poverty level were both 
significantly predictive of receipt of therapy. Youth with caregivers who had attained a high 
school degree or less were less likely to receive therapy than youth with caregivers who had 
education beyond a high school degree (OR=.76).  Youth in families near or below the poverty 
level were less likely to receive therapy than those in families above the poverty level (OR=.73).  
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 At the community level (level two), percent of SOC enrollees who were white and 
average age were not significant predictors and were dropped from subsequent analyses. 
Aggregated poverty status did significantly predict receipt of therapy. Youth living in 
communities where the system of care served a more impoverished population (i.e., where the 
poverty rate of families in the system of care was 10% higher than the full sample average) were 
less likely to receive therapy (OR=.77).  
In addition to the total problems scale on the CBCL, a post-hoc model was run to 
investigate any unique impacts of the internalizing and externalizing subscales. These subscales 
were significantly correlated (r=0.53) and did not uniquely predict receipt of therapy overall (i.e., 
one was not significantly predictive when controlling for the other).  
 
Table 3. Multilevel Logistic Regression Predicting Receipt of Any Therapy 
	 β	 p		 	OR	 OR	95%	CI	
Level	1	Variables	
Age		 -.02	 .45	 .98	 .92,	1.04	
Female	(vs.	male)	 .18	 .15	 1.20	 .94,	1.55		
Race	(vs.	NHW a)	 	 .01	 	 	
Black/AA 	 -.34	 .06	 .71	 .50,	1.01	
Latinx	 .36	 .08	 1.43	 .96,	2.13	
Multiracial/Other -.10	 .62	 .90	 .59,	1.36	
Caregiver	Ed:	HS degree or less 
 (vs. higher ed.) b	








    Table 3 (cont.) 	 	 	
CBCL	total	problems	 .01	 .11	 1.11†	 .98,	1.26c	
Level	2	Variables	 	 	 	 	
Percent	below	poverty	level		 -.03	 .03	 .77‡	 .60,	.97d	
a NHW= non-Hispanic White 
b“Higher ed” includes some	college,	associates	degrees,	college	degrees,	or	advanced	degrees.	
c	Odds	for	one standard deviation above average 
d	Odds	for	10%	above	average	
 Individual, Group, and Family Therapy 
Similar models were run for receipt of individual therapy, group therapy, and family 
therapy (see Tables 4-6). For individual therapy, race, caregiver education, and site-level poverty 
were significantly predictors of receipt of therapy (Table 4).  Black youth were less likely to 
receive individual therapy than white youth (OR=.60). Conversely, Latinx youth were marginally 
more likely to receive therapy than white youth (OR=1.39; p=.09). Youth with caregivers who 
had a high school degree or less education had .74 times the odds of receiving individual therapy 
as youth with caregivers who had more education.  
Internalizing behaviors were a marginally significant predictor of receipt of individual 
therapy above and beyond externalizing (p=.06). Youth with internalizing scores that were one 
standard deviation above the sample average had 1.14 times the odds of receiving individual 
therapy. Externalizing behaviors were not significantly predictive after controlling for 
internalizing behaviors.  
At level two, site poverty was significant. Youth in communities where the system of 





 Table 4. Multilevel Logistic Regression Predicting Receipt of Individual Therapy 
	 β	 p			 	OR	 OR	95%	CI	
Level	1	Variables	 	
Age		 -.02	 .57	 .98	 .93,	1.04	
Female	(vs.	male)	 .16	 .19	 1.18	 .92,	1.50	
Race	(vs.	NHW a)	 	 .01	 	 	
Black/AA 	 -.38	 .03	 .69	 .49,	.96	
Latinx	 .33	 .09	 1.39	 .95,	2.02	
Multiracial 
   /Other	
.06	 .77	 1.06	 .71,	1.59	
Caregiver	Ed:	HS degree or less  
(vs. higher ed.b) 	
-.30	 .02	 .74	 .58,	.94	
Below/near	poverty	level	
	(vs.	above	poverty	level)	
-.11	 .44	 .89	 .67,	1.19	
Internalizing	 .01	 .06	 1.14c	 1.14,	1.32c	
Externalizing	 .00	 .94	 1.00c	 .87,	1.16c	
Level	2	Variables	 	 	 	 	
Percent	below	poverty	level		 -.03	 .02	 .75d	 .59,	.96d	
a NHW= non-Hispanic White. 
b“Higher ed” includes some	college,	associates	degree,	college	degree,	or	advanced	degree.	
c	Odds	for	one standard deviation above average. 
d	Odds	for	10%	above	average.	
 
For group therapy, age, family poverty level, and externalizing symptoms were 
significant predictors (Table 5). Older youth were slightly less likely to receive group therapy 
(OR=.94 for a one year increase in age). Youth in families below the poverty level were less 
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likely to receive group therapy than those above the poverty level (OR= .61). Youth with 
externalizing scores that were one standard deviation above the group average were more likely 
to receive group therapy (OR=1.24). Notably, group therapy was the only type of therapy for 
which race was not a significant predictor overall and the estimate for black youth was positive.  
 
Table 5. Multilevel Logistic Regression Predicting Receipt of Group Therapy 
	 β	 P																OR	 OR	95%	CI	
Level	1	Variables	
Age		 -.07	 .05															.94	 .88,	1.00	
Female	(vs.	male)	 .00	 .97					1.01	 .77,	1.32	
Race	(vs.	NHW a)	 	 .16	 	 	
Black/AA 	 .32	 .10	 1.37	 .94,	2.00,		
Latinx	 .13	 .54	 1.14	 .75,	1.72	
Multiracial 
   /Other	
-.25	 .31	 .78	 .48,	1.27	
Caregiver	Ed:	HS degree or less  
(vs. higher ed.b)	
-.22	 .12	 .80	 .61,	1.06	
Below/near	poverty	level		
(vs.	above	poverty	level)	
-.49	 .00	 .61	 .46,	.83	
Internalizing	 .01	 .28	 1.07c	 .91,	1.26c	
Externalizing	 .02	 .01	 1.24c	 1.05,	1.47c	
Level	2	Variables	 	 	 	 	
Percent	below	poverty	level		 -.02	 .08	 .80d	 .63,	1.00d	
a NHW= non-Hispanic White. 
b“Higher ed” includes some	college,	associates	degree,	college	degree,	or	advanced	degree.	




For family therapy, age was a marginally significant predictor; older youth were slightly 
less likely to receive therapy (OR=.94; p=.05). Black youth were less likely to receive family 
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therapy than white youth (OR= .70). Latinx youth were marginally more likely to receive family 
therapy than white youth (OR=1.40; p=.08). Site-level poverty was also marginally significant. 
Youth in sites where the poverty rate in the system of care was 10% higher than the full sample 
average were slightly less likely to receive family therapy (OR=.81).  
 
Table 6. Multilevel Logistic Regression Predicting Receipt of Family Therapy 
	 β	 p		 	OR	 OR	95%	CI	
Level	1	Variables	
Age	 -.06	 .05	 .94	 0.89,	1.00	
Female	(vs.	male)	 -.02	 .89	 .98	 .76,	1.27	
Race	(vs.	NHW a)	 	 .01	 	 	
Black/AA 	 -.37	 .06	 .69	 .47,	1.01	
Latinx	 .33	 .08	 1.40	 .96,	2.03	
Multiracial 
   /Other	
-.01	 .97	 .99	 .65,	1.51	
Caregiver	Ed:	HS degree or less  
(vs. higher ed. b)	
-.01	 .95	 .99	 .77,	1.28	
Below/near	poverty	level		
(vs.	above	poverty	level)	
-.22	 .13	 .80	 .60,	1.07	
Internalizing	 -.01	 .37	 .93c	 .80,	1.09c	
Externalizing	 .01	 .16	 1.12c	 	.96,	1.31c	
Level	2	Variables	 	 	 	 	
Percent	below	poverty	level		 -.02	 .05	 .81d	 .65,	1.00d	
a NHW= non-Hispanic White. 
b“Higher ed” includes some	college,	associates	degrees,	college	degrees,	or	advanced	degrees.	
c	Odds	for	one standard deviation above average. 
d	Odds	for	10%	above	average.	
	
While most youth who received therapy were in treatment for a substantial number of 
sessions (mean=29), some youth received very few sessions (10.4% received fewer than five 
sessions). In order to examine the effect that this minority had on the results, all analyses were 
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run a second time excluding youth who received fewer than five sessions of therapy. No 




CHAPTER 4: DISCUSSION 
While a variety of psychotherapy interventions have been empirically supported across a 
wide range of problems, diagnoses, and outcomes for children and adolescents (Chorpita et al., 
2011; Weisz, 2004), the majority of youth with mental disorders do not receive therapy 
(Merikangas et al., 2011). As the largest national initiative to provide mental health services to 
children and adolescents in the United States, the CMHI is uniquely positioned to address the 
treatment gap in youth mental health. In a national sample of CMHI sites, youth receipt of 
therapy varied based on race, age, family poverty, caregiver education, and site-level poverty 
after controlling for mental health problem behaviors and all other predictors. These predictors 
can provide information about populations that may be underserved and about potential 
structural barriers to care.    
Race was a significant predictor of receipt of therapy, such that African American youth 
were less likely than non-Hispanic white youth to receive therapy. While not unexpected as this 
matches a pattern commonly found in services research (e.g., Kataoka et al., 2002), this finding 
is disheartening as it suggests that service disparities still exist in federally-funded systems of 
care. The odds ratio for African American youth found in this study (.70) is similar to the odds 
ratio reported by Popescu et al. in phases 4 and 5 (2002-2006) of the CMHI (.73), suggesting 
consistency across funding years in terms of this disparity. As indicated by Popescu et al., these 
racial differences in service use within the CMHI are more modest than those that have been 
found in the general population. 
Considerable research has sought to explain the racial disparities observed in mental 
health services and health services broadly. The current study cannot disentangle the role of 
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individual and family preference, referral pathways, accessibility (e.g., financial, transportation, 
or time constraints), availability of culturally appropriate care, racial discrimination, distrust of 
health care providers, and other possible factors. Closer examination of these factors is needed in 
order to develop strategies to address this disparity. For example, if African-American youth are 
less likely to be referred to needed therapy services, education of care coordinators and 
monitoring of racial differences in service referral would be a step towards addressing this 
disparity. If African-American youth are just as likely to be referred to needed therapy services 
but less likely to use them, approaches that focus on reducing stigma towards therapy or 
improving the cultural competency of available services is warranted. Longitudinal evaluation of 
the implementation of CMHI suggests that fidelity to system of care principles has varied across 
sites and over time, and sites have struggled with enacting the principle of cultural competence in 
particular (Brannan et al., 2012; Vinson et al., 2001).  Further investigation of the strategies used 
by sites that have more successfully implemented this principle and possible co-occurring 
reductions in racial disparities may inform approaches for improving service provision to racial 
minorities.  
 Inconsistent with previous research (Garland et al., 2005; Kataoka et al., 2002), Latinx 
youth were not less likely to receive therapy services as compared to non-Hispanic white youth. 
Further, estimates for Latinx youth were positive in all models, though these effects did not reach 
significance. This result should be interpreted with caution, however, as the plurality of Latinx 
youth (41%) came from two communities. Thus, this finding may not generalize across the 
sample as a whole. Analysis of earlier stages of the CMHI also found that Latinx youth did not 
have lower odds of receiving therapy services as compared to non-Hispanic white youth 
(Popescu et al., 2015). Taken together with the findings regarding African American youth, this 
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finding suggests that the CMHI may be addressing service disparities in Latinx youth more 
successfully than service disparities in African American youth.  
Internalizing and externalizing behaviors were not unique predictors of overall receipt of 
therapy. However, they uniquely predicted individual and group therapy; internalizing behaviors 
marginally predicted receipt of individual therapy after controlling for externalizing behaviors, 
while externalizing behaviors predicted receipt of group therapy after controlling for 
internalizing behaviors. In regards to race, while Black youth were less likely to receive 
individual and family therapy, they were equally likely as non-Hispanic white youth to receive 
group therapy. Together, these findings suggest that Black youth and youth with higher levels of 
externalizing problems are more likely to end up in group therapy. Previous research has found 
that minority youth are overrepresented in systems and services such as special education, 
juvenile justice, and child welfare (Crane & Ellis, 2004; De Valenzuela, Copeland, & Qi, 2006; 
Jones & Yamagata, 2000). These systems may serve as pathways to non-elective therapy, 
particularly modalities like group therapy that are lower-cost and do not require parental 
involvement. Given that Black youth are less likely to receive other forms of therapy, it is 
important for further research to investigate the effectiveness of group therapy within the CMHI 
to ensure that they are not receiving poorer-quality services. 
Caregiver education was significantly predictive of individual therapy and therapy 
overall, such that youth of caregivers who had education beyond a high school degree were more 
likely to receive therapy. Notably, this cannot be explained by a relationship between caregiver 
education and poverty, as poverty status was controlled for. Caregivers with a higher level of 
education may be better able to navigate service systems and advocate for services for their 
child. Longitudinal evaluation of the CMHI suggests that sites have struggled to fully implement 
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the principle of interagency collaboration (Brannan et al., 2012). Improving this may foster a 
more cohesive, navigable service array. Additionally, previous literature has suggested that 
parents with more years of education may be more likely to identify that their child needs special 
health care services (Porterfield & McBride, 2007). The system of care aims to create a service 
network that is family driven and youth guided, and therefore relies to some extent on 
caregiver’s perceptions of their child’s needs. Family and community education on symptoms of 
psychopathology and effective therapy interventions may be instrumental in improving 
utilization of potentially beneficial services.  
 Poverty level was significantly predictive of group therapy and therapy overall, such that 
youth in families above the poverty level were more likely to receive therapy. This may reflect 
limited capacity for low resource, stressed families to navigate a complicated system and 
advocate for and attend additional services. Poverty has long been associated with transportation 
barriers (Sanchez, 2008) that can limit access to healthcare (Syed, Gerber, & Sharp, 2013). 
Families living in poverty may have greater distrust of health care and other services (Canvin, 
Jones, Marttila, Burström, & Whitehead, 2007; Katapodi, Pierce, & Facione, 2010). This 
relationship could also reflect a difficulty in paying for these services or a lack of local providers 
who accept Medicaid.  
 Average rate of receipt of therapy varied significantly between sites. This may reflect that 
some programs were more successful with connecting their clients with services or that the 
availability of community therapy services varied between sites. At the site-level, aggregated 
race (percent of the system of care youth who were white) and average age of youth were not 
significant predictors of receipt of therapy, but poverty was. Youth in system of care sites with 
more youth below the poverty level were less likely to receive therapy. Site differences in receipt 
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of therapy may be related to availability of community services, as poor communities are more 
likely to have a severe shortage of mental health care providers (Thomas et al., 2009). Brannan et 
al. (2012) found that nearly all sites in phases II, III, and IV reported difficulties in service 
capacity, but did not investigate site-level poverty or racial makeup as possible correlates of 
service array deficits.  
 There are several notable limitations of the current study. First, receipt of therapy and 
reports of youth problem behaviors in the previous six months were based on parent report, 
which may be biased by perceived stigma (e.g., certain groups of parents may be more reluctant 
to report use of therapy services or behavioral problems) or by memory, and may not align with 
youth perceptions. Previous work has found modest agreement between parent ratings on the 
Child Behavior Checklist and adolescent ratings on the Youth Self-Report (a corresponding 
measure; Achenbach & Rescorla, 2001); youth-parent agreement is often found to be better for 
externalizing than internalizing symptoms (Youngstrom, Loeber, and Stouthamer-Loeber, 2000). 
Thus, adolescent internalizing symptomatology may be under-reported in this sample. 
Secondly, in order to maintain a larger sample size, this analysis only uses data from 
baseline and six month interviews. It is possible that utilization rates would have changed over 
time and that findings may be different over the course of 12 or 18 months. Still, given that youth 
were enrolled in services due to acute need, receipt of services within the first six months is an 
important indicator of system responsiveness.  
Lastly and most importantly, the data do not allow for analysis of what kind of therapy 
was received beyond the basic modality (i.e., family, individual, or group). Thus, we cannot 
evaluate how well the therapy “matched” the youths’ specific needs, diagnosis, or preferences. 
Further, while there is strong evidence of the efficacy of specific psychotherapies in clinical 
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trials, there is less work on the effectiveness of therapy as it is actually received in real-world 
conditions, in community settings with diverse youth and high rates of comorbidity (Friedman & 
Hernandez, 2002; Shirk, 2001; Weisz & Hawley, 1998). Evidence on empirically supported 
treatments is typically conducted with racially homogenous groups, and research on the 
effectiveness of different interventions for minority youth is limited (Bernal & Scharró-del-Río, 
2001; Hall, 2001; Sue, 1999). Thus, we cannot make claims about the appropriateness of the 
therapy received in this study. In addition to quality of therapy services, youth may also have 
received an insufficient number of therapy sessions. This study uses a dichotomous measure of 
receipt of therapy, which speaks to whether or not a youth was connected to a mental health care 
service but does not speak to the sufficiency, frequency, or length of services. The majority of 
youth received more than a few sessions and the interpretation of the results were unchanged 
when analyses were re-run excluding youth who received fewer than five sessions. Nonetheless, 
this study primarily addresses access to care, and not quality or sufficiency of care. Finally, this 
study focuses specifically on the receipt of outpatient therapy and not medication, support 
services, or inpatient therapy. 
Despite these limitations, this study investigates a critical element of child and adolescent 
mental health services with a national sample. The results call attention to particular groups of 
youth that are less likely to access therapy and therefore may be underserved within the CMHI. 
Youth living below the poverty level, youth with caregivers without postsecondary education, 
Black youth, and youth in sites that serve a higher rate of families below the poverty level are 
less likely to receive therapy in the first six months of enrollment. Future work should focus on 
these groups to investigate possible reasons for the lower use of therapy, and sites should pay 
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